
SCCPM #6 rev. 4.17.23 (English) Follow-up                        Date: ______________________

Name  :                                           __                                         D.O.B._____________                      
Where is your pain?___________________________________________________________ 
Circle your lowest AND highest pain score daily:                 Mark your pain on the diagram.
0  1  2  3  4  5  6  7  8  9  10 (0 = no pain; 10 = worse pain)
How is your pain control? ( )Better  ( )Good  ( )Fair  ( )Poor  
Other:_________________If better, how much? ______ %  
Physical Therapy has:(  )Never had PT (  )helped 
(  )NOT helped  (  )worsened pain  (  )No difference
Medications including anticoagulants:________________ 
___________________________________________________________________________ 
What makes the pain better? ( )Meds ( )Injections   ( )Nothing  ( )Other_____________
What makes the pain worse? ( )Daily activities ( )Walking ( )Standing ( )Sitting ( )Anything 
( )Using Hands ( )Head turning (  )Other:________________________________________
Describe your pain. ( )Aching ( )Sharp ( )Burning ( )Numbness ( )Tingling ( )Weakness; Other:
How is your daily functioning? ( )Improved ( )Good ( )Fair ( )Poor                 
How is your mood? ( )Improved ( )Good ( )Fair ( )Poor 
Any side effects from your pain medications? ( )None; ( )Yes: _______________________
Any New Test (e.g. MRI, CT, Xrays, blood work), Medical Problems, or Surgeries since 
your last visit? ( )No ( )Yes, What?________________________________________________
Review of Systems: Check (√ ) below all that apply to you. ( )None  (  )Fever  (  )
Weight Loss 
(  )Confusion  (  )Insomnia  (  )Anxiety  (  )Depression  (  )Suicidal thoughts  (  )Itching  (  )Rash  
(  )Poor Appetite  (  )Nausea   Other______________________________________________
Add’l Comments:__________________________ Signature:_________________________ 

SCCPM #6 rev. 4.17.23 (English) Follow-up                        Date: ______________________

Name  :                                           __                                         D.O.B._____________                      
Where is your pain?___________________________________________________________ 
Circle your lowest AND highest pain score daily:                 Mark your pain on the diagram.
0  1  2  3  4  5  6  7  8  9  10 (0 = no pain; 10 = worse pain)
How is your pain control? ( )Better  ( )Good  ( )Fair  ( )Poor  
Other:_________________If better, how much? ______ %  
Physical Therapy has:(  )Never had PT (  )helped 
(  )NOT helped  (  )worsened pain  (  )No difference
Medications including anticoagulants:________________ 
___________________________________________________________________________ 
What makes the pain better? ( )Meds ( )Injections   ( )Nothing  ( )Other_____________
What makes the pain worse? ( )Daily activities ( )Walking ( )Standing ( )Sitting ( )Anything 
( )Using Hands ( )Head turning (  )Other:________________________________________
Describe your pain. ( )Aching ( )Sharp ( )Burning ( )Numbness ( )Tingling ( )Weakness; Other:
How is your daily functioning? ( )Improved ( )Good ( )Fair ( )Poor                 
How is your mood? ( )Improved ( )Good ( )Fair ( )Poor 
Any side effects from your pain medications? ( )None; ( )Yes: _______________________
Any New Test (e.g. MRI, CT, Xrays, blood work), Medical Problems, or Surgeries since 
your last visit? ( )No ( )Yes, What?________________________________________________
Review of Systems: Check (√ ) below all that apply to you. ( )None  (  )Fever  (  )
Weight Loss 
(  )Confusion  (  )Insomnia  (  )Anxiety  (  )Depression  (  )Suicidal thoughts  (  )Itching  (  )Rash  
(  )Poor Appetite  (  )Nausea   Other______________________________________________
Add’l Comments:__________________________ Signature:_________________________ 

SCCPM #6 rev. 4.17.23 (English) Follow-up                        Date: ______________________

Name  :                                           __                                         D.O.B._____________                      
Where is your pain?___________________________________________________________ 
Circle your lowest AND highest pain score daily:                 Mark your pain on the diagram.
0  1  2  3  4  5  6  7  8  9  10 (0 = no pain; 10 = worse pain)
How is your pain control? ( )Better  ( )Good  ( )Fair  ( )Poor  
Other:_________________If better, how much? ______ %  
Physical Therapy has:(  )Never had PT (  )helped 
(  )NOT helped  (  )worsened pain  (  )No difference
Medications including anticoagulants:________________ 
___________________________________________________________________________ 
What makes the pain better? ( )Meds ( )Injections   ( )Nothing  ( )Other_____________
What makes the pain worse? ( )Daily activities ( )Walking ( )Standing ( )Sitting ( )Anything 
( )Using Hands ( )Head turning (  )Other:________________________________________
Describe your pain. ( )Aching ( )Sharp ( )Burning ( )Numbness ( )Tingling ( )Weakness; Other:
How is your daily functioning? ( )Improved ( )Good ( )Fair ( )Poor                 
How is your mood? ( )Improved ( )Good ( )Fair ( )Poor 
Any side effects from your pain medications? ( )None; ( )Yes: _______________________
Any New Test (e.g. MRI, CT, Xrays, blood work), Medical Problems, or Surgeries since 
your last visit? ( )No ( )Yes, What?________________________________________________
Review of Systems: Check (√ ) below all that apply to you. ( )None  (  )Fever  (  )
Weight Loss 
(  )Confusion  (  )Insomnia  (  )Anxiety  (  )Depression  (  )Suicidal thoughts  (  )Itching  (  )Rash  
(  )Poor Appetite  (  )Nausea   Other______________________________________________
Add’l Comments:__________________________ Signature:_________________________ 

SCCPM #6 rev. 4.17.23 (English) Follow-up                        Date: ______________________

Name  :                                           __                                         D.O.B._____________                      
Where is your pain?___________________________________________________________ 
Circle your lowest AND highest pain score daily:                 Mark your pain on the diagram.
0  1  2  3  4  5  6  7  8  9  10 (0 = no pain; 10 = worse pain)
How is your pain control? ( )Better  ( )Good  ( )Fair  ( )Poor  
Other:_________________If better, how much? ______ %  
Physical Therapy has:(  )Never had PT (  )helped 
(  )NOT helped  (  )worsened pain  (  )No difference
Medications including anticoagulants:________________ 
___________________________________________________________________________ 
What makes the pain better? ( )Meds ( )Injections   ( )Nothing  ( )Other_____________
What makes the pain worse? ( )Daily activities ( )Walking ( )Standing ( )Sitting ( )Anything 
( )Using Hands ( )Head turning (  )Other:________________________________________
Describe your pain. ( )Aching ( )Sharp ( )Burning ( )Numbness ( )Tingling ( )Weakness; Other:
How is your daily functioning? ( )Improved ( )Good ( )Fair ( )Poor                 
How is your mood? ( )Improved ( )Good ( )Fair ( )Poor 
Any side effects from your pain medications? ( )None; ( )Yes: _______________________
Any New Test (e.g. MRI, CT, Xrays, blood work), Medical Problems, or Surgeries since 
your last visit? ( )No ( )Yes, What?________________________________________________
Review of Systems: Check (√ ) below all that apply to you. ( )None  (  )Fever  (  )
Weight Loss 
(  )Confusion  (  )Insomnia  (  )Anxiety  (  )Depression  (  )Suicidal thoughts  (  )Itching  (  )Rash  
(  )Poor Appetite  (  )Nausea   Other______________________________________________
Add’l Comments:__________________________ Signature:_________________________ 

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Pencil

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight

bxlee
Highlight


	text_1jcfd: 
	text_2talq: 
	text_3xcgm: 
	text_4zbkl: 
	checkbox_7mllf: Off
	checkbox_8jtfq: Off
	checkbox_9sznt: Off
	checkbox_10hlka: Off
	text_11tzsu: 
	text_12ilp: 
	checkbox_13hzrt: Off
	checkbox_14moxm: Off
	checkbox_15crfs: Off
	checkbox_16npbo: Off
	checkbox_17nhtp: Off
	text_18kwlv: 
	text_19uvlg: 
	checkbox_20bkuq: Off
	checkbox_21npix: Off
	checkbox_22llps: Off
	checkbox_23kvyh: Off
	text_24anog: 
	checkbox_25nsat: Off
	checkbox_26ykfv: Off
	checkbox_27knrr: Off
	checkbox_28on: Off
	checkbox_29hwnw: Off
	checkbox_30riun: Off
	checkbox_31vxnh: Off
	checkbox_32lhze: Off
	checkbox_33opsb: Off
	checkbox_34ktgs: Off
	checkbox_35erzf: Off
	checkbox_36evga: Off
	checkbox_37nddz: Off
	checkbox_38pesc: Off
	text_39zzxk: 
	checkbox_40gacg: Off
	checkbox_41idyr: Off
	checkbox_42dztw: Off
	checkbox_43xpsd: Off
	checkbox_44ohvl: Off
	checkbox_45amss: Off
	checkbox_46baqj: Off
	checkbox_47dbiq: Off
	checkbox_48qvus: Off
	checkbox_49ldag: Off
	text_50: 
	checkbox_51uoyf: Off
	checkbox_52mfq: Off
	text_53bsid: 
	checkbox_54gjwb: Off
	checkbox_55jhpp: Off
	checkbox_56zwyg: Off
	checkbox_57bmd: Off
	checkbox_58jmow: Off
	checkbox_59ooqr: Off
	checkbox_60vbhs: Off
	checkbox_61xbcw: Off
	checkbox_62tabu: Off
	checkbox_63umyd: Off
	checkbox_64zex: Off
	checkbox_65yxhl: Off
	text_66numk: 
	text_67nayw: 
	text_68jmri: 
	checkbox_69ipdc: Off
	checkbox_70mfhy: Off
	checkbox_71rgfq: Off
	checkbox_72dqdq: Off
	checkbox_73qrie: Off
	checkbox_74oqjj: Off
	checkbox_76cgts: Off
	checkbox_77eyio: Off
	checkbox_78qbys: Off
	checkbox_79rzmd: Off
	checkbox_75swdv: Off
	checkbox_78wwda: Off
	checkbox_79kdzh: Off
	checkbox_80pcys: Off
	checkbox_81ktpg: Off
	checkbox_82xfj: Off
	checkbox_83vebt: Off
	checkbox_84pdkf: Off
	checkbox_85ueai: Off
	checkbox_86p: Off
	checkbox_87xmrq: Off
	checkbox_88oykw: Off
	checkbox_89xpgh: Off
	checkbox_90xwub: Off
	checkbox_91wwbe: Off
	checkbox_92lsep: Off
	checkbox_93dgbt: Off
	checkbox_94hrc: Off
	checkbox_95blfs: Off
	checkbox_96kkuu: Off
	checkbox_97bmor: Off
	checkbox_98apfl: Off
	checkbox_99ikhz: Off
	checkbox_100ukji: Off
	checkbox_101hbpa: Off
	checkbox_102ywcb: Off
	checkbox_103juvu: Off
	checkbox_104ttup: Off
	checkbox_105qkia: Off
	checkbox_106sdbu: Off
	checkbox_107pvmv: Off
	checkbox_108ield: Off
	checkbox_109vliw: Off
	checkbox_110akgv: Off
	checkbox_111ihre: Off
	checkbox_112ioar: Off
	checkbox_113wmqv: Off
	checkbox_114nqyr: Off
	checkbox_115uecn: Off
	checkbox_116lukw: Off
	checkbox_117zrnt: Off
	checkbox_118wmzd: Off
	checkbox_119wjwc: Off
	checkbox_120dohn: Off
	checkbox_121hxet: Off
	checkbox_122ucvc: Off
	checkbox_123aaea: Off
	checkbox_124tbob: Off
	checkbox_125pryw: Off
	checkbox_126kjxy: Off
	checkbox_127nzyt: Off
	checkbox_128tjpz: Off
	checkbox_129gwe: Off
	checkbox_130nxok: Off
	checkbox_131vqgd: Off
	checkbox_132qyzf: Off
	checkbox_133gcsy: Off
	checkbox_134gnsg: Off
	checkbox_135ypqt: Off
	checkbox_136ncsp: Off
	checkbox_137hwls: Off
	checkbox_138uejl: Off
	checkbox_139sazz: Off
	checkbox_140bpzw: Off
	checkbox_141fujh: Off
	checkbox_142wrug: Off
	checkbox_143jzfg: Off
	checkbox_144iqyc: Off
	checkbox_145gjtl: Off
	checkbox_146cekk: Off
	checkbox_147vubj: Off
	checkbox_148krst: Off
	checkbox_149tysf: Off
	checkbox_150qlmm: Off
	checkbox_151ncuw: Off
	checkbox_152bazx: Off
	checkbox_153flwa: Off
	checkbox_154zfsl: Off
	checkbox_155ntzg: Off
	checkbox_156oaaq: Off
	checkbox_157rmt: Off
	checkbox_158ejbf: Off
	checkbox_159qcsw: Off
	checkbox_160vofp: Off
	checkbox_161qvsr: Off
	checkbox_162wlkv: Off
	checkbox_163bovs: Off
	checkbox_164nchm: Off
	checkbox_165pqfg: Off
	checkbox_166nzhn: Off


